Today there is an over-representation of black people in the mental health system but in the 1960s Irish people were over-represented. 2 Psychiatrists thought that the prevalence of schizophrenia was high in people from the west of Ireland and invented a new syndrome 'western seaboard psychosis'. 3 Anthropologists descended on the unsuspecting immigrants to ask them if their Catholic faith caused their minds to unbalance and psychiatrists followed to dole out antipsychotics. But then some proper research was done and it showed no excess of schizophrenia in Irish immigrants. 4 The methods of case collection in the early studies were poor and cross-cultural comparisons were not properly thought through. 3 Today Irish people are no more likely to be diagnosed with schizophrenia than anyone else. How did this happen? I would love to say that it was because of the new research or because of government initiatives. The research helped a bit but the main cures for anti-Irish discrimination were that the new immigrants were richer, better educated, better informed and more questioning. They would not be fobbed off with a misdiagnosis. An increasing understanding and appreciation of Irish culture also helped reduce anti-Irish discrimination generally. The most effective cure of all was time. A cynic would add that, nowadays, people have a new batch of immigrants (such as asylum seekers) to discriminate against.
So we need fewer new policy drives and more changes of heart. These will only come from changes in society. Blaming individuals or even the NHS will not help. It is refreshing to read the thoughtful editorial on this subject by Professor McKee and others (October 2004, JRSM 1 ). The interaction of micronutrients, whether administered or in deficiency states, and pharmacotherapy, is a neglected field of study in clinical pharmacology.
The logistical problems posed by studies of this nature are considerable, but suitable and willing volunteers should be relatively easy to recruit. What is necessary is the diversion of some of the energy and resources devoted to new drug assessment to research units dedicated to this sort of basic but vital understanding of the everyday use of drugs and dietary factors, including micronutrients. It may not be too fanciful to say that, from such evidence as there is available, there is scope for reduction in drug usage, with avoidance of some adverse events and alternative solutions to treatment and prevention of certain diseases. We had a similar experience in a patient with skin disease. Our patient was a woman of 71 who was taking methotrexate 7.5 mg weekly for psoriasis. A flare of her psoriasis, with erythroderma, necessitated admission to hospital. She was experiencing back pain from osteoporosis, for which her general practitioner had prescribed oral morphine sulphate 20 mg four times daily. She took her methotrexate as usual on Sunday and on Monday morning was found to be in acute renal failure (urea 37 mmol/L, creatinine 384 mmol/L, potassium 6.7 mmol/L, sodium 135 mmol/L). This was felt to be secondary to dehydration since she was drowsy, possibly because of the opioid analgesics and not eating or drinking. She later said she had avoided fluids so as not to need the toilet.
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In addition to intravenous fluids she received three doses of 15 mg folinic acid intravenously and then oral calcium folinate. Despite this, five days after taking methotrexate she became pancytopenic (haemoglobin 8.3 g/dL, white cell count 0.20Â10 9 /L, neutrophils 0.02Â10 9 /L, lymphocytes 0.13Â10 9 /L, platelets 28Â10 9 /L). She was transfused with blood and platelets, and was also given When taking biopsies to assess skin strength in Ehlers-Danlos syndrome type III (EDS-III), a Danish group noticed that the patients experienced much pain despite conventional local anaesthesia. 1 When asked, all these patients reported previous experience of partial or complete failure of local anaesthesia in dental or obstetric procedures-for which reason some had been dismissed as hysterics. Pursuing this finding, Arendt-Nielsen et al. 2 compared the effects of local anaesthesia in 8 patients with EDS-III and 8 controls. Although the patients did gain analgesia from intradermal lidocaine the duration of effect was much shorter than in controls. EDS-III (now known as EDShypermobility type) is regarded by many authorities as identical to joint hypermobility syndrome (JHS). 3, 4 We wish to draw attention to the possibility of resistance to local anaesthesia in individuals with this common and under-diagnosed condition.
Many normal people have hypermobile joints and medical diagnosis of the medical syndrome requires symptoms-which can include chronic pain, impairment of proprioception, and temporomandibular joint dysfunction (a manifestation of which dentists may be unaware). 5 JHS is overrepresented in general rheumatology clinic populations and in our experience (RG and AJH) 6 many of these patients report failure of local anaesthetics. This matter was addressed briefly in a paper published in 2003. 7 A questionnaire was completed by 172 female Caucasian JHS patients, 53 non-hypermobile age-matched controls, and 28 individuals who showed evidence of hypermobility with insufficient features to qualify for JHS (HM-sine-JHS) as defined by the Brighton criteria. 8 We asked 'If you have ever had a local anaesthetic injection (dentist/minor surgery/epidural), did you think that it was as effective as it should have been?'. 58% of JHS patients, 21% of controls and 14% of the HM-sine-JHS group answered in the negative. For JHS versus controls the odds ratio was a highly significant 2.85. Although the question was simplistic, non-exploratory, and reliant on recall and self- One point may be gained for each side for manoeuvres 1-4 so that the hypermobility score will have a maximum of nine points if all are positive. A score of 54/9 indicates widespread hypermobility Ability to:
Left Right Passively dorsiflex the fifth metacarpophalangeal joint to 5908 1 1
Oppose the thumb to the volar aspect of the ipsilateral forearm 1 1
Hyperextend the elbow to 5108 1 1
Hyperextend the knee to 5108 1 1
Place hands flat on the floor without bending the knees 1
Total 9
Box 2 Five-part questionnaire for identifying hypermobility (Ref. 7)
Answers in the affirmative to 2 or more questions suggest hypermobility with sensitivity 80-85% and specificity 80-90%
. Can you now (or could you ever) place your hands flat on the floor without bending your knees? . Can you now (or could you ever) bend your thumb to touch your forearm? . As a child did you amuse your friends by contorting your body into strange shapes OR could you do the splits? . As a child or teenager did your shoulder or kneecap dislocate on more than one occasion? . Do you consider yourself double-jointed? JHS is diagnosed in the presence of two major criteria, or one major and two minor criteria, or four minor criteria. Two minor criteria will suffice where there is an unequivocally affected first-degree relative.
Major
. Beighton score of 4 out of 9, or more (either currently or historically) . Arthralgia for longer than 3 months in four or more joints Minor . A Beighton score of 1, 2 or 3 out of 9 (0, 1, 2 or 3 if aged 50+) . Arthralgia in 1-3 joints, or back pain or spondylosis, spondylolysis/ spondylolisthesis . Dislocation in more than one joint, or in one joint on more than one occasion . Three or more soft tissue lesions (e.g. epicondylitis, tenosynovitis or bursitis) . Marfanoid habitus (tall, slim, arm span 4height, arachnodactyly) . Skin striae, hyperextensibility, thin skin or abnormal scarring . Eye signs: drooping eyelids, or myopia, or anti-mongoloid slant . Varicose veins, or hernia, or uterine/rectal prolapse
